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Authors Reply 
The comments of Perkins et al, are relevant and we 
would agree with many of them, notably the relative 
safety of the newer collagen impregnated Dacron 
patches. This case report was compiled 2 years ago, 
since then we have performed over 200 carotid 
endarterectomies only 26 of which have been closed 
with a vein patch. 
We would point out however that there is no 
conclusive randomised trial indicating preference for 
one patch type over another. Accordingly surgeons 
must balance their decisions between a less than 1% 
risk of thigh vein patch rupture or a less than 1% risk 
of prosthetic patch infection. Both, in our opinion, are 
equally dangerous. 
S.A. White, M.M. Thompson, A.R. Naylor, N.J.M. 
London and P.R.F. Bell 
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Carotid Plaque 
Sir, 
In their excellent review, Hayward et al. 1 came to the 
conclusion that carotid plaque morphology cannot be 
used as a discriminating factor for carotid endarter- 
ectomy at present. This is true, but only when 
considering plaque morphology as a single predicting 
factor in both symptomatic and asymptomatic 
patients. For asymptomatic patients where the debate 
is ongoing, there are a number of risk factors for the 
development of stroke and their estimated impact is 
shown in Table 1. 2 The most important (isolated or 
combined) factors in unheralded stroke are the sever- 
ity of stenosis and the composition of the stenotic 
plaque; indeed, although stroke risk was thought o be 
greatest with stenosis > 80%, it was shown that even 
patients with > 50% stenosis had a 7% risk after 2 
years; also that after 5 years one third of hypertensive 
patients with similar stenosis developed a stroke; and 
finally, that even patients with a stenosis under 75% 
Table 1. The effect of noninvasive findings on the risk of stroke in 
patients with asymptomatic ICA stenosis 
Relative 
Noninvasive findings Prevalence Risk 
ICA stenosis >75% 25-35% 2 
ICA stenosis >90% 7% 4 
Progression of stenosis 23% 6 
Echolucent plaque (Type 1) 20% 2-4 
Plaque ulceration (Type 3) 5% 7 
Occluded contralateral ICA 5~% 3 
Silent infarct on CT 20% 2 
Poor cerebral reactivity 18% 12 
(< 10% increase in MCA velocity) (Occluded ICA) 
No changed or decreased velocity 10% 6 
in the ICA (ICA stenosis) 
ICA end-diastolic velocity >200cm/s ? 5 
are in risk of stroke, if the plaque is heterogeneous or 
soft. 3 
A further risk factor is a positive CT-scan: the 
prevalence of silent infarcts is 20% while the incidence 
of cerebral infractions increases with increasing 
degrees of ICA stenosis and diminished collateral 
circulation; it also increases four times in the presence 
of Type 1 carotid bifurcation plaque. 4 An occluded 
contralateral ICA also represents a risk factor for 
stroke, while cerebral reactivity to CO2 has major 
importance as it broadly correlates with the cerebral 
blood flow/cerebral blood volume ratio which is a 
reliable indicator of the collateral reserve capacity in 
patients with severe carotid arterial disease. 5 Finall~ 
the presence or absence and the severity of other 
clinical factors (diabetes mellitus, tobacco use, hyper- 
tension, hyperlipidaemia, fibrinogen, haematocrit, 
white cell count and cardiac, renat, pulmonary or 
peripheral arterial disease) must also be assessed. 
All these risk factors are tested in the asymptomatic 
carotid stenosis and risk of stroke (ACSRS) study, 2an 
ongoing long-term multicentre natural history study 
that is expected to lead to the identification of a high- 
(over 5% incidence of stroke) and a low- (under 2%) 
risk groups of patients with asymptomatic carotid 
stenosis. Patients in the second group could be spared 
from surger~ while those in the first group would 
definitely benefit from it. This is a hypothesis that will 
need to be tested further with a randomised study. 
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